In an intensive care unit (ICU), mechanical ventilation (MV) and vasopressive agents (VA) are commonly used life-sustaining treatments. Sometimes it is decided to withdraw these treatments for reasons of futility, disproportion or at the request of the patient, in almost all cases resulting in death of the patient within minutes or hours. There are significant differences among countries, resulting in percentages of withdrawal of mechanical ventilation of between 1 and 10% of all ICU admissions [1] [2] [3] [4] . The time until death seems mostly dependent on the severity of illness and organ failure and on which treatments are withdrawn. After withdrawal of life-sustaining treatment, possibly distressing symptoms can occur, and these should be prevented and suppressed with opioids, sedatives and other medicaments. Most patients in whom life-sustaining intensive care measures are withdrawn die in the ICU (almost 90%) or shortly after discharge from the ICU on a hospital ward (approximately 10%). There are only a few publications mentioning discharge of patients to home directly from the ICU in order to die [5] [6] [7] [8] [9] [10] . In this issue of Intensive Care Medicine, Huang et al. [11] report their experiences from an ICU in Taiwan. The authors did a retrospective observational study in a tertiary medical center. The patients were transported from the ICU to their homes on ventilator support. Blood pressure was maintained with inotropic drugs, and sedatives and opioids were administered for comfort. After arrival at the patient's home, the patient was placed in a bed in the main hall of the house, after which mechanical ventilation was withdrawn, the endotracheal tube removed and administration of vasoactive drugs stopped. Sedatives and opiods were continued. Death occurred in minutes to hours. Between 2003 and 2007, 969 of the patients admitted to the authors' ICU died, 346 (36%) of them after being discharged to the patient's own home, where mechanical ventilation was withdrawn.
According to the sparse literature, this practice is remarkable from the Western perspective. For example, Steinhauser et al. [12] determined the factors considered important at the end of life by patients, their families, and physicians and other care providers. They measured the main rank scores for nine preselected attributes (freedom of pain; at peace with God; presence of family, mentally aware; treatment choices followed, finances in order; feel life was meaningful; resolve conflicts and die at home), with 1 being most important and 9 being least important. All groups ranked 'die at home' the least important and 'free of pain' the most important. An analysis exploring the quality of the dying experience on the ICU showed that family members of dying patients also rank pain control as the most important aspect for quality of dying on the ICU [13] . On the other hand, when asked directly, most people would prefer to die at home in their own familiar environment. Especially patients with terminal cancer or other chronic diseases, between a half and three quarters of whom would ideally choose a death at home, under a quarter actually die there. Most of them die in the hospital.
But most of these patients with terminal malignant diseases are completely conscious and would experience being at home, which is not the case with most of the patients in whom treatment is withdrawn for the reason of futility. Most of the patients are comatose or deeply sedated. The two patients described by Beuks et al. [5] were also conscious patients, and they were not mechanically ventilated. This in contrast with the patients described by Huang et al. In addition, Kallel et al. [6] and Boussarsar and Bouchoucha [7] also described how comatose ventilated patients are transported to their homes to die.
It is difficult to see how it can be in the best interests of an unconscious or sedated patient to be transported for the purpose of dying at their home. Most of the patients concerned are very sick, with severe organ failure, and most will not be able to experience their dying or transport home.
Transporting patients on ventilatory support and intravenous vasoactive medication can only be done with a physician-staffed mobile intensive care unit (MICU), which is a more expensive form of transportation than a normal ambulance. In many countries, ICUs have to provide their own transport team, taking intensive care physicians and intensive care nurses of the ICU. Consequently, insurance companies or ICU managers may judge that they cannot afford to make the investments needed in specialist transportation to allow the choice of a wellsupported death at home. On the other hand, it fits exactly within the context of a highly praised Dutch initiative: 'Stichting Ambulance Wens' ('Ambulance Wish Foundation,' http://www.ambulancewens.nl), which fulfills the wishes of terminal patients by transporting them with an ambulance to visit a particular place for the last time.
For some groups of patients, dying at home is of great importance. For example, Muslims have a specific perception of death and dying, and the majority of them desire to die at home in their own bed, surrounded by their family and friends [6, 7, 14, 15] . Making death clinical and remote in a hospital setting (e.g., an ICU) is not in keeping with the Islamic tradition [14] . For these cultural or religious groups of patients, dying at home after withdrawal of mechanical ventilation or other intensive care measures could have substantial meaning.
For many patients originating from Western countries, dying at home after discharge from the ICU is not a notable issue. But as many ICUs in Western countries admit patients from many different cultures and religious beliefs, the service as described by Huang et al. is worth considering in providing the most appropriate care in pluralistic societies.
